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A 26-year-old female patient was admitted to our hospital, complaining of obstipation, nausea, and vomiting for the past 3 days. She had no significant medical and clinical history. The patient had no history of previous abdominal operations or medication use.

Distension of the abdomen was the only finding on clinical examination. Plain abdominal radiography showed air-fluid levels and abdominal computed tomography (CT) showed the clustered terminal ileum and cecum, with dilatation at the proximal parts ([figure 1](#F1){ref-type="fig"}). The findings of laboratory tests were within normal limits. Exploratory laparotomy was performed.
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At laparotomy, we found that loops of ileum and cecum were trapped in a fibrotic sac with a diameter of nearly 10 cm ([figure 2](#F2){ref-type="fig"}).
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Answer: {#s3}
=======

Abdominal cocoon or sclerosing encapsulating peritonitis

Abdominal cocoon or sclerosing encapsulating peritonitis refers to the presence of a thick fibrous membrane inside the peritoneal cavity. It was first reported by Foo in 1978.^[@R1]^ It is usually associated with conditions that cause intraperitoneal inflammation.^[@R2]^ In some cases, no etiology is found and the abdominal cocoon is considered as primary or idiopathic.^[@R3]^ Secondary abdominal cocoon is associated with conditions including chronic ambulatory peritoneal dialysis (CAPD), peritoneal tuberculosis, systemic lupus erythematosus, and various intraperitoneal shunts.^[@R4]^ Etiology of primary abdominal cocoon is not completely understood but subtle viral peritonitis, immunological reactions or gynecological infections have been postulated as probable causes.^[@R4]^ Symptoms and physical findings of the abdominal cocoon are non-specific and suggestive of acute obstruction or chronic abdominal symptoms. Chronic symptoms include pain, nausea, vomiting, weight loss, and loss of appetite.^[@R3]^ Cocoon may cause symptoms by encasement of bowel loops. It presents as either acute bowel obstruction or chronic symptoms of abdominal pain, early satiety, and weight loss.^[@R3]^ A palpable mass of encased bowels may be found on physical examination.^[@R5]^ Plain abdominal imaging is of little help in differentiating abdominal cocoon from other abdominal pathologies. A contrast study showing a congregated bowel loop suggests diagnosis but is not present in most of the cases.^[@R4]^ CT shows the local clustering of bowel loops.^[@R3]^ A fibrous membrane that encases bowel loops also can be detected in CT.^[@R6]^ Some authors defined "Cauliflower sign", the broad head formed by the bowel loops with a narrow mesenteric apex, as a feature of abdominal cocoon.^[@R7]^ In the report of 25 cases of the abdominal cocoon, Gorsi and colleagues have found that "Cauliflower sign" was present in 94% of acute obstructions caused by the abdominal cocoon. Another sign is dilatation of the 2nd and 3rd parts of the duodenum with encasement of distal duodenum and jejunal loops. This is called "Bottle gourd sign" and is reported to be present in 50% of bowel obstructions caused by abdominal cocoon.^[@R3],[@R8]^ Other features that are found in abdominal cocoon include peritoneal enhancement and thickening, adhesion of bowel loops, and fluid loculation.^[@R3]^ Other authors have reported high specificity and sensitivity of CT for the diagnosis of abdominal cocoon.^[@R9]^ In spite of suggestive features in CT, most of the cases, similar to ours, are not diagnosed before surgery.^[@R10]^ Small bowel obstruction in the absence of previous surgical history is suggestive of internal herniation. This condition prompts surgical exploration and the exact diagnosis of obstruction before surgery is not necessary. Surgical treatment involves excising the fibrous membrane and releasing encapsulated bowels. This has been performed successfully in most abdominal cocoon cases. In our patient, the fibrous membrane was incised and bowel segments were released (figures 3, 4). Since the bowels were viable, no resection was needed during the operation. The patient's postoperative course was uneventful and she was discharged on the fifth postoperative day.

Laparoscopic surgery has also been performed for abdominal cocoon.^[@R11],[@R12]^ The decision of performing laparoscopy in case of bowel obstruction must be individualized based on the patient's condition and surgeon's expertise. In some patients with active inflammation and severe adhesions in the abdomen, surgery may not be feasible due to the high risk of iatrogenic bowel perforation. This usually happens in some cases of abdominal tuberculosis.^[@R13],[@R14]^ Conservative management with low residue diet and medical therapy for tuberculosis have been used in such cases and in patients with chronic symptoms that have been diagnosed by imaging. Medical therapy has been successful in resolving symptoms. However, follow-up imaging reveals persistent cocoon in most of the patients.^[@R3],[@R13]^

An abdominal cocoon should be beard in mind when a cluster of bowel loops is seen in the computed tomogram of a patient who presents with bowel obstruction.
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